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W 000 | INITIAL COMMENTS

A follow-up to the initial survey which was
completed on 4/13/2007 was conducted an
11/28/2007 after the facility submitted a Plan of
Correction which alleged compliance on
5/10/2007. Observation, staff and interview and a
review of the facifity ' 8 presented plans of
carrection revealed the provider failed o enact
and eriforce the necessary measures reguired to
abate the deficiencies cited balaw.

483.420(a){2) PROTECTION OF CLIENTS
RIGHTS

W 124

The facility must ensure the rights of all clients.
Therafore the facility must inform each client,
paraent (if the client is a minor), or legal guardian,
of the client's medical condition, developmental
and behavioral status, attendant risks of
treatment, and of the right io refuse treatment,

This STANDARD i not mat as evidenced by:
Based on staff interview and record review, the
facility continues o be without the services afa
legal gquardian to insure the proper and necessary
cormnmunication as required by this section. (Client
#3) .

The finding includes:

On 4/13/2007 the state agemcy conducted this
facility ' s ahnual recertification and cited that * no
system huad been established to provide
guardianship for consent ar legally sanctioned
advacacy " for Client #3, The provider submitted
thelr plan of carrection and indicated that this
deficiency would be resolved by 5/31/2007. The
state agency conducted a monltering visit on
11/28/2007 and found that Client #3 was still

: without the services of any legally sanctioned
LABORATORY DIRECTOR'S OR FROVI JLSUPPLIER

W DQ0

__\1

SN,
!
Y

W 124

Wi24

The QMRP has submitted a
request for guardianship to the
Dept of Disability Services per
agency and DDS policy. To date
a ht?aring date has not been
assigned. The QMRP will make ;’
monthly follow up calls to
determine status and dociment in
the monthly reviews, !

12/31/07
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Any deficiency statement ending wiﬁa =R asterislqﬂ') de;ﬁotes:
other safaguards provide sufficient protection to the patlents /(
following the date uf survey whether or not a plan of cutvaction

aays following the date these documents are made avallapls
prograrm participation.
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The facllity must provide each employee with
initinl and continuing training that enables the
employee to perform his or her duties effectively,
efficiently, and competentiy,

This STANDARD is not met as avidenced by:
Based on staft Interview and record review the
facllity failed 10 ensure staff received the proper
and necessary training to ensure client privacy;
The findings include:

1. On 4/13/2007 the state agency conductad this
facility ' s annual recertification and found the
facility ' s practices to be deflcient in the ares of
client privacy (W130), The provider submittad
their plan of correction and indicated that the
QMRP would ensure the facility * s staff received
further invservice training on the
rights-of-residents and on how to assist them in
absetving privacy by 5/31/2007. This proactive
measure was {o be employad as a means of
ensuring that the clients as well as the facility ' s
staff would better understand how to ensure and
manage 3 chient ' s privacy. At 3:23pm during the
state agency " & monhoring visit on 11/28/2007,
the QMRP prasentad a sign-in sheet that was
dated 3/21/2007 for staif trainlng on " appropriate
clothing (for madesty), bathing, dressing, and
arooming " . Of the twelve staff presantly on the
current work sehedule, only two was in

CARECO 02 WASHINGTON, DC 20012
(X4) ID SUMMARY STATEMENT OF PEFICIENCIES iD BPROVIDER'S PLAN OF CODRRECTION (XB)
PREF)X (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETHIN
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG - CROSS-REFERENCED TO THE APPROFRIATE BATE
DEFICIENCY)
W 124 | Continued From page 1 W 124
advacate. The facility ' s Qualified Mentai
Retardation Professional (QMRP) was .
interviewed on 11/28/2007 at 3:17pm and she
indicated that & request for guardianship had
been submitted to the courts on behalf of this
client, but as of the data of the monitoring, no }
guardian had been assigned.
W 189 | 483.430(e)(1) STAFF TRAINING PROGRAM W 189
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dencted

occunences. "

fallowing:

indicated that

2. On 4/13/2007 the state agency conducted this
acility ' s annual recertification and found the
facility * s practices to be deficient in the area of
reparting Injuries of unknown arigin (W1 53). The
provider submitted their plan of comection and
indicated that “ all staff have baen retrained In
implementing incident management procedures "
on 8/10/2007. In @ddition, the facility furthar

that " the agency will strictly enforee its

! policy un holding individuals agcountable, which
may include terminatlon for failure to report such
At 3:37pm during the state
agency ' s monitoring visit on 1 1128/2007, the
QMRP presenied a
8/11/2007 for staff tralning on " thoident
Reporting " . Of the twelve staff presently on the
currént work schedule, anly two was in
attendance and signed for the 9/11 training.
There was no evidence on file at the time of
survey to substantiate that the facility ensured
that its staff received the
training ta maintain and
Injuries of unknown origin.

3. On 4/13/2007 the state agency conducted this
facility ' s annual recertification and found the
facility * s practices to be deficient in the area af
implementing a ofient * s behayior support plan
(BSP) (W1¢3 & W248), The provider submitted
their pian of correction and indicated the

&. For Citation #1 1% address the behavioral
supports for Client #2, the facility ' s response
Staff fwas) trained on
implemantation of the BSP's for all residents on

slgn-in sheet that was dated

proper and necessary
manage the reporting of

CARECO 02 WASHINGTON, DG 20012 |
SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORREGTION (X3)
FREP f} (EACH DEFICIENCY MLUIST BE PRECEDED BY FULL RREFIX (EAGH CORREGTIVE ACTION SHOULD BE Tcum&g.ow
TAG REGULATORY OR L8C IDENTIEYING INFGRMATION) YAG CROSS-REFERENCED YO THE APPROPRIATE
DEFICIENCY)
W 189 | Continued From page 2 W 189
| attendance and signed for the 5/21 training.
There was no evidence on flle at ihe time of W189
survey to substantials that the facility ensured P . . i
that its staff received the proper and necessary L. Training on privacy is
training to maintain end manage client privacy. addressed in the agency’s ‘

training on Resident’s
Rights. This occurs at
New Hire Orientation,
upon deployment to a
facility and annual] y
thereafter. Copies of
-documentation will be
filed at the facility and at
the agency’s main office,
All available training
records will be filed in the
facility and available for
review within 3 days of
the actual training,

a. Training on BSP’s
occurred on 3/9/07 and
3/21/07. new employees
received individual
training upon
deployment. Such
trainings will be
documented on the New
Employee Checklist and

- filed at the facility within

3 days of the actual
training. |

l
|
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March 9 2007. A second session was scheduled
for those who missed the first offering, In addifion,
all staff [is] trained on behavior management prior
ta or upon deployment into the home ... All staff
[has] been retrained on implementation of all
BSP's including the one developed for Client #2.
Btaff will not be assigned to suppon cllents until
they have a fundamental understanding of the
BSP. This acknowledgement will be documerited.
" At 3:40pm duning the state agency’ s
fonitoring visit on 11/28/2007, the QMRP
Presented a sign-in sheet that was dated
6/22/2007 for staff training on * Behavlor Support
Plang " . OFf the twalve staff presently on the
curent work schedule, only ona was in
attendance and signed for the 9/11 training.
There was no evidence on file at the titne of
survey to substantiate that the facility gnsured
that its staff received the proper and necessary
training to maintain and mahage the
Implementation of a cllent ' § behavier
management plan.

b. Faor Citation #2 {o address the bshavioral
Slkipports for Client #3, the facility * s response
indicated that * Staff will receive additional
training on implementing the active treatment
routine for client #3 to propetly support her in
managing behavior. " In addition, the facility
further allages that " the staffing patterns will be
reviewad with the governing body tn datermine
how best to support Cllent#3 ' g [behavioral
needs]. " At 3:40pm during the state agency ' s
monitering visit on 11/28/2007, the QMRP
presented a sign-in sheet that was dated
5/22/2007 for staff training on " Behavior Support
Plans " . Of the twelve staff presently on the
current work schedule, onfy one was in
attendance and signed for the 9/11 training. In
addition, the QMRP was interviewed on

b. In addition to training
on BSP’s, staff received
additional training on
Active Treatment, which
is a proactive measure of
Client #3’s behavior
management,
Documentation of these
trainings will be
Maintained at the facility
within 3 days of the
actual training.

12/31/07
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W 189 | Continued From page 4

11/28/2007 at 3:45pm and she indicated " that
the staffing pattern(s) were not changed to
address this issue, but the team decided that
more fraining was to be the best means of
addrassing thi¢ client' s needs. " There was no
gvidence on file at the time of survey to
substantiate that the facility conducted the
meeling with the governing body or gnsured that
its staff received the proper and necessary
tralning to maintain sand manage tha
implernentation of a client * s behavior
management plan,

W 283 | 483.440(f)(3)(ii) PROGRAM MONITORING &
CHANGE

The committee should insure that these. programs
are conducted only with the written informed
consent of the clisnt, parents (if the clientis a
minor) or legal guardian.

This STANDARD is not met as evidenced by:
Based on staff interview and recard review the
facllity failed to ensure the provisions of a written
informed consent prior to the use of peychatropic
medications and sedation on a client. [Client #3]
The findthg includes:

On 4/13/2007 tha state agency conducted this
facility ' s annual recertification and found the
facility ' s practices to be deficient in the area of
garnering parental or iegally sanctioned consent
prior to implemehting the use of psychotropic
medications (W263), The provider submitted their
plan of correction and indicated that this
deficiancy wouid be resolved by 5/31/2007. The
state agency conducted a monitoring visit on
11/28/2007 and found that Client #3 was still
without the services of a legally sanctioned
advocate. The facility * s Qualified Menta)

W 283

W263

Wi24

Cross reference response for
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Continued From page 5

Retardation Professional (QMRP) was
interviewed on 11/28/2007 at 3:17pm and she
indicated that a request for guardianship had
baen submitted to the courts on hehalf of this
clisnt. but as ot the date of the monitoring, no
guardian had been assigned. [Reference Citation
W124]

483.470(b)(4)(ii) CLIENT BEDROOMS

The facility must provide sach cllent with 3 clean,
comfortable mattress.

This STANDARD s hot met as evidenced by:
Based on observation and staff interview, the
facility failed to ensure the integrity of a client ' s
matiress for one of the five clients residing in the
facility. [Client #1]

The finding includes;

During the environmental inspection on the
11/28/2007 monitoring visit, Client #1 ' s matiress
was found to be uneven and fumpy to the touch.
The bed springs could be felt through the
bedspread and the edge of the mattress sloped
excessively on the side away facing the middle of
the room. The facility ' s QMRP was interviewed
on 11/28/2007 at 4:48pm and sha indieated she
was not aware Client #1 ' s mattress was bad and
took note of the deficiency. There was no
evidence presentiad or on file at the time of survey
to substantiate that the facility amployed the
necessary measures to pravent the recurrence of
this deficiant practics,

483.470(1)(1) EVACUATION DRILLS

The facility must hold evacuation drills at least
quarterly for each ghiit of peraonnel,

W 263

W 418

W 440

W418

The mattress will be replaced. In
the future, mattress inspections
will occur, minimally, during
quarterly Internal Environment of
Care Surveys. Mattresses of
unacceptable condition will be
,feplaced.

12/31/07

f
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This STANDARD is not met as evidenced by: '
Based on staff interview and record review, t the ;
facility failed to ensure that evacuation drills

occeurred quarterly for all shifts.
The finding includes;

On 4/13/2007 the state agancy conducted this
facility ' s annual recertification and found the
facility * s practices to be deficlent in the area of
conducting fire drills (W440). The provider
submitted their plan of correetion and indicateq
that " the Rasidential Director will review the
evacyation drills minimally every quarter to
ensure that each shift has the minimum amount
of practice drills, Reviews wili be documented
and any problems noted in the drlls will be
immediately reported to the QMRP. " This action
was fo be effective and resolved by 5/31/2007.
The facility ' s QMRP wais interviewed on
11/28/2007 at 3:55pm and she confirmed that the
facility ' s work shifts are as presented below:

1. Weekday shifts: 7-3pm, 3-11pm, and 11-
7am.

2. Weekend shifte; Same general shifts as
above, but ineludes an overlapping 11-9am shift.

The state agency conducted @ manitering visit on
11/28/2007 and found the followlng fire drills on
record;

04/06/07 7:00am 2Minuets 5S¢
06/18/07 6:45pm 3Minutes 10Sec
07/02/07 7:40am sMinutes
0715107 9:457 5Minutes

7/28/07 2:00am 3min

8/7/07 8:00am 3min

O bW

W440

The Residential Director will be
retrained on the protocol for
ensuring that fire drills are
completed and reviewed per
agency policy. Additionally, fire
drills will be inspected during
Internal Environment of Care
Surveys, -

12/31/07

|

FORM CMS-2567(02-88) Previous Vartiana Obsoicta

Event 1D; C8YS 11

Facillty ID: D9G159

12/07/2007 ¥RI 17:40

If continuation sheet Page 7 of o

[TX/RX NO 83261



FROM McKENZIE ~__
Li? UL U]

FARx NO.
Us. L PRL ZU2822443U HR

DEPARTMENT OF HEALTH AND HUMAN SERVICES
* CENTERS FOR MEDICARE & MEDlCAlQ §ERV|CES

$ 3¥15520458
A

Dec. 28 20@7 1

2:24AM P1@
@o11

PRINTED: 12/07/2007
FORM APPROVED

OMB NO. 0933-0391

STATEMENT OF DEFICIENCIES

1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION

- COMPLETED
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING
C
09G158 B. WING 11/29/2007

(X3) DATE SURVEY

NAME OF PROVIDER OR SUPPLIER

CARECO 0z

STREET AODRESE, CITY, STATE, ZIP COpE
6813 BTH STREET, NW
WASHINGTON, DS 20012

I

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEPICIENGIES
(EACH BEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

\D
PREFIX

TAG
DEFICIENCY)

PROVIDER'S PLAN Of CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(X5)
COMPLETION
LUATE

W 440

W 455

Continued Frormn page 7

7, 8/17/07 8:00pm 5min

8. Fire Drill filed but it does not have date, hour
completed or total evacuation minutes.*

9. 10/17/07 8:30pm 4min

10. 10/31/07 5:00pm 2min

*Decliment indicates the fira drill was conductied
by Staff "A.G. "

As documented, only aneg fire drill was held in the
months of March and June of 2007; No fire drills,
wera conducted on May or September of this
year; Two shifts recorded having drilis in August
and October of 2007: and there Wwas no evidence
that the Residential Director had reviewed or
ensured that * each shift had the minimum
amount of practice drills " as stipulated in the
Plan of Correction  There was no evidance on file
or presented at the time of survey to substantiate
that the facility ensured the proper and necegsary
management of fire drills as required by this
section.

483.,470(h(1) INFECTION CONTROL

There must be an active pragram for the
prevention, contral, and Investigation of infection
and comrmunicabla diseases,

This STANDARD 13 not met as evidenced by:
Based on staff Interview and record review, the

facility failed to ensure that staff received the
proper and necessary training to manage
infaction controls in a closed environment,

The findings include:

©n 4/13/2007 the state agency conducted thig
facility * § annual recertification and found the

W 440

W 4585
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training on infectious controls by the Director of
Nursing " . This action was to be affective and
resolved by 5/31/2007,

The faciiity ' s QVMIRP was inferviewed on
11/29/2007 at 4:26pm and she statad that there
have been several changes i the ofganlzational
structure of the agency and that she was not
aware of who currently held the title and positian
of Director of Nursing. In addition, she polnted
aut that the training had not been completed
There was no evidence prasented or on file at the

CARECO 02 WASHINGTON, DG 20012
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DEFICIENCY)
W 458 | Centinued From page 8 W 455
' facility ' s practices to be deficient in the area of
implermenting infection control proceduras to
pravent the spread of communicable diseases. W455
The provider submitted their plan of corraction . .
and indicated that * staft will recsive additional During the monitoring survey,

the QMRP noted that she did not
believe the agency employed a }
“Director of Nursing”. Rather the §
agency employed an “RN |
Supervisor”. A training was !
conducted by the previous RN
Supervisor who retained the
documentation. Such evidence
will be obtained and maintained

time of survey to substantiate that the Director of at the facility. )
Nursing has conducted this training as stipulated 12/31/07
on the Plan of Cormectlon.
.i
|
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A monitoring visit to the 4/13/2007 re-cerification
survey was conducted on 11/298/2007 to verify the
facility's compliance and implementation of their
Plan of Correction. Observation, staff interview
and a review of the facility ' s presented plans of
correction revealed the provider failed to enact
and enforce the necessary measures regulred to
abate the deficiencies citag below.

V127| 3505.4(3)(5) FIRE SAFETY 1127 , %

Each GHMRP shalt have on the premises the
followlng items:

(8) Vvritten policies and pracedures that are
approved by the Fire Chief, which shaj] be kept - 1127 .

readily accassible to staff and residenis and shall The evacuation route_has been
include the following: : posted. '

12/31/07.

(6) The evacuation reutes:

This Statute is not met as evidenced by:
The facility failed to ensure the provisions of this
section as identifiad below:

During the monitoring vigited on 1 1/28/2007, the
facility failed to ensure that the * evacuation
route(s) ” was posted in the basement living
ares. Note! The basement housas a recreational
space, a secondary bathroom, laundry facilities,
and both a food and chemical storage ares.
There is also two separate means of egress in
the basement, one in the laundry area and
another in the open living space.

1180 3508.1 ADMINISTRATIVE SUPPORT 1180

|
|
i'
‘.

Bach GHMRP shall provide adequate

Health Reguldton Adminstation (’7'
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LABORATORY DIRECTOR'S OR BR, VIDER/SUPPLIER REPRESENT VE'S SIGNATURE é@ z
STAIF FORM (,./ [ KLt ‘ £ /17/0/;

cars11 ir continustfon sheet | of &

12/07/2007 FRy 17:40  [I’X/RX NO 8324}




La/ vt BUUY Uy, ul TAA LUZ442L9430

FROM :McKENZIE - FAx ND. 3015520458 Dec. 20 2A? 12:268M P13
' oy HRA

7014

PRINTE.D: 12/07/2007
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1} FROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (x3) DATE BURVEY
AND PLAN DF GORRECTION IDENTIFICATION NUMBER:
A BUILLOING
L WING | .
09G159 ? 11/29/2007

NAME OF PROVIOER OR SUPPLIER

CAREGCQ 02

STREET ADDRESS, CITY. STATE, ZIF CODE

65613 6TH STREET, NW
WASHINGTON, DC 20012

(X4) I
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o] PROVIDER'S PLAN OF CORRECTION i (#8)
PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCGTY)

1189

1 187

Continued From page 1

administrative support ta efficiently meat the
needs of the residenis as required by their
Habilitation plans.

This Statute is not met as evidenced by:
The facility falled o ensura the provisions of this
section as identified below:

Staff interview and recard review on 11/28/2007
revealed the facility failed to ensure that staff
received the proper support to ensure resident' s
privacy and implemeniation of their Behavior
Management Plan (BMP). [Reference Licensure
Citation 3510.3]

3508.56(d) ADMINISTRATIVE SUPPORT

Each GHMRP shall have an organization chart
that shows the following:

(d) The lines of autharity.

This Statute is not met as evidenced by: .
Tha facillty failed to ensure the provisions of this
section as identified below;

The facility ' s QMRP was interviewed on
11/29/20Q7 at 4:26pm and she stated that there
have been several ehanges in the orgesnizational
structure of the agency and that she is not aware
of who currently holds the title and position of
Diractor of Nursing. In addition, she pointed out
that the current arganizational chart that was
posted in the home was not current and does not
show who curreatly holds the title and position of
Dirsctor of Nursing, That survey team verified
that the current arganizational chart was dated
08/2007. Thera was no evidence presented or
on file at the time of survay to aubstantiate that
the Director of Nursing has conducted this

]

180

1180
Cross-reference response for
'W189 on federal report.

187 !

1187

The most recent organization
chart has been reviewed and filed
in the facility,

12/19/07 .
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resident privacy,

R
Health Regulabion Adminlsiration
STATE FORM

training as étipulated on the Plan of Carrection.

1222 3510.3 STAFF TRAINING 1222

There shall be continuous, ongoing in-service
training programs scheduled for all persann,

This Statute is not met as avidenced by: )
The facility failed to ensure the provisions of this
section as identifled below:

QMRP would ansu
further in-servica training on the
rights-of-residents and on how to assist them in
observing privacy by 5/31/2007. This proactive
Measure was to be empioyed as a means of
ensuring that the residents as well as the facilly *
s staff would better understand how to snsure
and manage a resident' s privacy. At 3:23pm
during the state agency ' s monitoring visit on
11/28/2007, the QMRE: presented g sign-in sheet
that was dated 5/21/2007 for staff raining on "

g (far modesty), bathing,
dressing, and grooming *. Of the twelve staff
presently on the current work schedule, only two
was in attendance and signed for the 5/21
training. There was no evidence on flle at the
fime of survey to substantiate that the facility
ensured that its staff received the praper and
necessary training ko maintain and marage

appropriate clothin

2. On4/13/2007 t
this facility ' s annu
facility ' s practices

he state agency condycted
al recertification and found the

1. On 4/13/2007 the state agency condycted 1222
this facility ' s anhual recertification ang found the
facility ' s practices to be deficient in the area of
resident privacy (W130). The provider subrmitted
their plan of correetion and indicated that the

re the facillty ' s staff recelved:

to be deficient in the arsa of

1&2 Cross-reference response
for W189 on federal report.

_

tose cays11
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reporting injuries of unknown orlgin (W153). The
pravider submitted their plan of correetion and |-
indicated that " al] staff have been refrained in
implementing incident management procedures "
on §/10/2007. In additlon, the facility further
dencted that " the agency will atrictly enforce Its
palicy on holding individugis accountable, which
may Include tarmination for failure to report such
occurrences. ¥ At 3:37pm during the state
agency ' s monitoring visit on 11/28/2007, the
QMRP presented a sign-in shaet that was dated
9/11/2007 Yor staff training on " Incident
Reporting * . Of the twelve staff presently on the
currant work schedule, only two was in
attendance and signed far the 9/11 training.
There was no evidence on file at the time of
survey 1o substantiate that the facility ensured
that its staff received the proper and necessary
training to maintain and manage the reporting of
injurtes of unknown origin.

3. On 4/13/2007 the state agency conducted
this facility ' s annual recertification and found the
facility ' s practices to be deficient in the area of
implementing a resident * s behavior support plan
(BSP) (W183 & W249), The pravider submitted
their plan of correction and indicated the
following:

@. For Cltation #1 {0 address the behavioral
supports for Resident #2, the facility ' s response
indicated that ™ Staff [was] tralned on
implementation of the BSP's for all residents on
March 8 2007, A second session was scheduled
for those wha missed the first offering. In
addition, all staff [is] trained on bekavior
managemeant priar to or upon deplaymant into the
home ... All staff [has) heen retrsined on
implementation of all BSP's Including the one
developed for Resident #2. Staff will not be

Health Regulation Administration
STATE PORM a8an CBYS1T9
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assigned to support residents until they have a
fundamental understanding of the BSP, This
acknowledgement will be dacymented. ® At
3:40pm during the state agency ' s monitoring
visit on 11/28/2007, the QMRP presented a
sign-in sheet that was dated 5/22/2007 for staff
training on " Behavior Support Plans . Ofthe
twelve staft presently on the current work
schedule, only one was in attendance and signed
for the 9/11 training. There was no evidence on
flle af the time of survey to substantiate that the
faciiity ensured that its staff received the proper
and necessary tréining to maintain and manage
the implemeniation of a resident ' s behavior
management plan,

b. For Citation #2 to address the behaviorai

supparts for Resident #3, the facility * s response

indicated that " Staff will receive additional
training on implementing the active freatment
routine for resident $3 to properly support her in
managing behavior. * In addition, the facility
further alleges thal “ the staffing pattems will be
reviewed with the gaverping body to determine
how best to support Resident #3 ' s [behavioral
neads]. " At 3:40pm during the state agency 's
monitoring visit on 11/28/2007, the QMRP
presented & sign-in sheet that was dated
3/22/2007 for staff training on * Bahavior Support
Plans . Of the twelve staff presently on the
current work schedule, only one was in
attendance and signed for the 9/11 training. In
addition, the QMRP was interviewed on
11/28/2007 at 3:45pm and she Indicated " that
the staffing pattern(s) were not ¢hanged to
address this issue, but the team decided that
more training was to be the best means of
addressing this resident' s needs.® Yhere was
no evidence on file at the time of survey to
Substantiate that the facility conducted the
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.| tralning to maintain and manage the

Continued From page 5

meeting with the gaverning body or ensured that
its staff received ths proper and necessary

implementation of a residant ' s behavior
management plan,

3510.5(c) STAFF TRAINING

This Statute is not met as evVidenced by:
The facility falled to ensure the pravisians of this
section as identified balow:

Qn 4/13/2007 the state agency conducted this
facility ' s annual recertification and found the
faciity ' s practices to be deficient In the area of
implementing Infectian control procedures to
prevent the spread of communicable diseases
(W455). The provider submitted their plan of
correction and indicated that " staff will receive
additional training on infectioyy controls by the
Director of Nursing " . This actian wasg o be

effective and resolved by 8/31/2007. .

The facility ' s QMRP was interviewed on
11/29/2007 at 4:26pm and she staled that there
have been several ehanges in the organizatianal
structure of the agency and that she is not aware
of who currently holds the title and position of
Rirector of Nursing. In addition, she pointed oyt
that the current organizational chart that was
Posted In the home was not current and does not
shew who currently holds the title ang position of
Qirector of Nursing. That survey team verified
that the current organizational ehart was dated
08/2007. There was no avidence presented or
on file at the time of survey to substantiate that
the Director of Nursing has condieted this
training as stipulated on the Plan of Carrecttan.

1222

[ 226

1226
Cross-reference response for

W189 on federal report.

{
1
I
[
L
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I 260| Continued From page 6 1260

1280 3512.1 RECORDKEEPING: GENERAL 1260
PROVISIONS ‘

Each Residence Diractor shall maintain current
and aceUrate records and reports as required by
this section.

1260

Thls Statute is not met as evidenced by: Cross-reference response for
The facility failed to ensure the provisions of this

section as identified below: W189 on federal report.

Staff interview and record review on 11/28/2007
revealad the facility fajled to ensure that staff
leceived the proper support to ensure resident ' s
privacy and implernentation of their Behavior
Management Plan(s) (BMP). [Reference
Licensure Citation 3610.3)

1500 3523.1 RESIDENT'S RIGHTS i 500

Each GHMRP residence director shall ensure
that the rights of residents are observed and
protected in accordance with D.C. Law 2-137, this 1500 :
chapter, and ether applicable District and federal Cross-reference response for

| .
BWS W124 on federal report.

This Statute is not met as wvidencad by:
The faclilty failed ta ensure the provisions of this
section ag identified below: ]

On 4/13/2007 the state dgency conducted this
facility ' & annual recertification and eited that
no system had been established to provide
guardianship for consent or legally sanctionad
advocacy “ for Resident #3. The pravider
submitted their plan of correction and indieated
that this deficiency would be resolvad by
8/31/2007, The stata agency ¢conducted a J

Health Reguwiation Administration
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monitoring visit on 11/28/2007 and found that
Resident #3 was still without the gervices of any
; legally sanctioned advocate. The facliity ' s
Qualified Mental Retardation Professional
(QMRP) was interviewed on 11/28/2007 at
3:17pm and she indicated that 2 requast fur
guardianship had been submittad to the ¢ourts on
-behalf of this regident, but as of the date of the -
manitoring, no guardian had been assighed. : |

J
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